The three main groups of deaths in early lifestillbirths, deaths in the first month, and deaths in the second to twelfth months-have characteristic distributions with respect to birth rank and maternal age. The risk of post-neonatal death is greatest for children of higher birth ranks and this has been especially evident among the later children of young mothers (Elderton, 1928; Gibson and McKeown, 1952; Baird, Thomson, and Duncan, 1953; Heady, Daly, and Morris, 1955) .
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It seems likely that these effects have been produced in two main ways. First, infections were brought into the household by older children; the birth rank effect was shown to be far greater for infective than non-infective deaths (Gibson and McKeown, 1952) . Second, the increased effect of high birth rank when the mother was young suggests that the risk was influenced by factors especially associated with a very early start to child-bearing and with closely-spaced pregnancies, and that analysis in terms of rank and age together reflected a wide range of social circumstances which less directly but no less potently may have influenced the chances of survival.
Since these demonstrations were presented infant mortality has fallen yet further. Much of the continuing fall seems attributable to the prevention and treatment of serious infective illness and this accounts for the disproportionate fall in post-neonatal mortality compared with stillbirths and neonatal death rates. In a time of such rapid change, it is of interest to ask what has been happening to the association between high risks and certain birth rank/maternal age groups and to the separate interactions of the latter with changes in infective and in non-infective death rates. These questions are particularly relevant at the present time because (Gibson and McKeown, 1952; Padley and Taylor, 1952, Padley and Neale, 1954) ; the live-birth data for 1951, 1952, and 1954 to 1956 Table III gives the distribution of death rates derived from the first two tables, and it is at once evident that the birth rank/maternal age pattern demonstrated in 1947 (Gibson and McKeown, 1952) was still present in 1950-56.
The main features of this pattern are a moderate reduction in mortality with increasing maternal age, a more marked increase in mortality with increasing birth rank, and a very distinct interaction between Table  III exhibit successively a doubling and trebling of the lowest rate. Viewed in terms of age-cohorts, this represents high mortalities among the subsequent babies of mothers who first became pregnant at early age and/or those whose successive pregnancies closely followed each other. Table IV gives an analysis of the secular trend of the post-neonatal mortality rate according to maternal Table V , that the fall in mortality over ten years has affected all groups of children but that it has been proportionately greater in the groups where it was and still is the highest (see Fig. 2 ). Since 1950, indeed, mortality from all causes in Zone I has been virtually static. The total picture then is of a heterogeneous population, one part of which has already reaped most of the rewards of the current phase of declining mortality and the other part of which, still with some distance to go, nevertheless is catching up and causing some narrowing of differentials. Table V supply the detail that the infective mortality fell somewhat faster in Zones II and III than in Zone I and resulted towards the end of the period in some narrowing of the difference between them (see also Fig. 3, overleaf) .
It is also clear that the zonal differential is as consistent from year to year in the non-infective mortality as it is for the infective deaths and proportionately is not much less. This perhaps is an indication of the importance of indirect social factors in the determination of the birth rank/maternal age differences in overall mortality.
Yet, despite the importance of such factors in determining the death rates both from infective and non-infective illness, one group has declined in frequency and the other has not. Moreover, the reduction of social differentials over the ten years, though present, was not impressive. We must conclude that the main improvements of the last decade were due to causes not correlated with the social differences expressed in the birth rank/maternal age analysis and that the wide use of antibiotics and other modern treatments probably played a much greater part than any narrowing of these differences. This all lends force to the view that the recent rapid and a small degree of narrowing of the differentials. Although these differentials were as consistent for non-infective as for infective deaths the reduction of mortality over these ten years has been due entirely to a reduction in the latter group. It is concluded that the recent period of rapidly declining mortality was due mainly to therapeutic advances in the field of infective disease and that this period is now ending.
